In Milwaukee, Wisconsin, 352 children aged 2 through 17 years treated in the Children's Hospital emergency department (ED) for asthma were enrolled in a clinical trial and randomly assigned to one of three groups: standard care that included viewing a videotape Mastering Asthma, teaching proper use of a peak flow meter and metered-dose inhaler with spacer, prescribing indicated medications for acute asthma, instructions to follow-up with primary care provider (PCP) within 7 days, providing a written asthma care plan based on patient's chronic asthma severity; intensive primary care linkage including all of the above plus faxed ED record and recommended care plan to PCP, one or more phone calls as needed to family regarding follow-up appointment, with offer of assistance in making appointment, and calls to PCP to verify visit, plus referral assistance to families with no PCP; care coordination or case management including everything provided to the first two groups plus a nurse or social worker case manager making up to six home visits and several phone calls over the next 6 months to assess environment, smoking, and asthma needs, develop a personalized care plan, educate, and make referrals as appropriate.
SUMMARY
At four EDs in the greater Houston-Galveston area that are participating in the Texas Emergency Department Asthma Surveillance project (TEDAS), 464 children aged 1 to 18 years presenting with acute asthma were enrolled in a prospective clinical trial and randomly assigned to a usual care/control group or an educational intervention group. The content of usual care was not described. The education self-management intervention consisted of a 30-min session at the time of the ED visit with a physician, nurse, respiratory therapist or layperson trained to use a specially designed computer program with prompts, probes, graphics, and video clips to deliver both general and child/family specific information about asthma management, culminating in a printed tailored action plan and summary of the material discussed and demonstrated. A follow-up phone call was made 1 or 2 weeks later to offer help and reinforcement.
Outcome measures included ED asthma visits, hospitalizations, and well-asthma visits at baseline and 9 months; caregiver confidence in managing child's asthma, at baseline and 14-day follow-up; and QoL (using the ITG-CASF) at baseline, 14 days, and 9 months.
The study population was predominantly male, over half were black and onequarter Hispanic; 54.4% were classified as persistent asthma. ED visits and hospitalizations at 9-month follow-up for the two groups were not significantly different, except for the intervention group patients with mild intermittent asthma, who had significantly fewer ED visits than those in the control group. Significantly more members of the intervention group reported well-asthma visits at 9 months than did members of the control group. At 14-day follow-up, parent/caregiver confidence on ability to prevent asthma episodes and keep them from getting worse had improved significantly over baseline for the intervention group compared to the controls. Quality of life measures in five domains (daytime and nighttime symptoms, functional limitations, inhaler use or other treatment interfering with child's life, and family adjustment) at 14-day and 9-month follow up did not differ for the two groups except for significantly poorer family adjustment scores at 14 days for the intervention group.
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At four EDs on Oahu, Hawaii, 320 children presenting with acute asthma were enrolled during the second phase of the Hawaii Child Asthma Research to Elevate Standards (CARES) program. All received an asthma self-management educational intervention during the visit. (Because baseline data for an earlier cohort showed their asthma patterns and medication use to be seriously deficient, it was considered unethical to randomize patients to a control group without further education or treatment.) The intervention included direct teaching by trained ED staff using lung models, the option to view a 6-minute DVD about asthma, preparation and review of an individual written asthma care plan and discharge instructions, with recommendations for follow-up to the PCP. Patient information was faxed to the PCP.
Telephone follow-up calls to families at 3 weeks and 3 months were used for additional teaching and reinforcement as well as data collection.
Outcome measures at baseline, 3 weeks and 3 months included classification of asthma severity, controller medication use, possession of a written asthma action plan, and, at 3 weeks and 3 months, QoL (ITG-CASF).
The study population was predominantly male, of mixed ancestry, or part Hawaiian, or Filipino, and covered by public insurance. Fifty-three percent were classified as having persistent asthma. At 3-week follow-up, 76% had kept appointments with their PCP. At 3-month follow-up, the number classified as persistent asthma had fallen to 39%. At baseline, 63.4% of children with persistent asthma were not using any controller medication; 18.2% were using it daily. Three months later, 57.5% used none and 36.6% used it daily. Possession of a written asthma action plan at baseline was reported by 13.6% of patients. Following the educational intervention, 91.2% possessed a plan. Mean scores for all five domains in the QoL measure improved substantially from the 3-week to the 3-month follow-up.
COMMENTARY
Among the responses generated by the current epidemic of asthma has been the promulgation of guidelines for classifying and managing asthma in the individual child. These have generally been directed toward the primary care practitioner, and the role of the ED has received less attention. In fact, quite properly, the goal has mainly been to reduce use of the ED, and from the PCP's standpoint, discourage the ED staff from ignoring an existing sound management plan. But this ideal approach tends to ignore the fact that some children with asthma may lack a PCP and others may not be well managed by the one they have. Now comes a creative attempt to approach the asthma problem from the opposite direction: acknowledge the huge responsibility for asthma in the ED sector and take advantage of the ED visit as an opportunity to educate children and families, establish care plans, and coordinate with the PCP whenever possible, still with the ultimate goal of reducing ED visits.
As the reader may have suspected, the three studies summarized here had a common linkage. They, along with others, were funded as part of a large scale demonstration program, BEnhancing the Role of the Emergency Department in Identification and Management of Childhood Asthma[ sponsored by the Robert Wood Johnson Foundation, the American Academy of Allergy, Asthma and Immunology, the Centers for Disease Control and Prevention, and the Allergy Research Foundation, Inc. Although each of these three study teams used a somewhat different research design, their use of standardized disease severity classification and outcome measures, and the comparability of the interventions support a general conclusion that efforts to educate children and families about asthma in the ED can improve their disease status and quality of life. Even in the case of the Wisconsin study, where no differences were found between the group receiving standard care and the two that had more intensive interventions, it is noteworthy that as part of Bstandard[ care, members of all three of the groups were given asthma education, a written asthma plan and referral to the PCP, and all groups showed improvement in several outcome measures.
Is there any chance this promising approach could be widely adopted in the EDs of America? Although it would require them to go somewhat beyond their 987 primary responsibility for managing acute episodes, the distance is not great, and they might welcome a chance to reduce the volume and intensity of the asthma care they now provide. Adopting some of the automated components used in the educational interventions studied would be helpful. But ultimately, a decision to add the resources necessary to create what the Demonstration Project leaders characterize as a Bbridge[ between the ED and long term asthma care will be an economic one. One can only hope that the payers' calculation of cost-benefit in dollars will be as positive as the improved health outcomes reported here.
